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In Defense of the Randomized Controlled Trial for 
Health Promotion Research

| Laura Rosen, PhD, Orly Manor, PhD, Dan Engelhard, MD, and David Zucker, PhDThe overwhelming evi-
dence about the role lifestyle
plays in mortality, morbidity,
and quality of life has pushed
the young field of modern
health promotion to center
stage. The field is beset with
intense debate about appro-
priate evaluation methodol-
ogies. Increasingly, random-
ized designs are considered
inappropriate for health pro-
motion research. 

We have reviewed criti-
cisms against randomized
trials that raise philosophical
and practical issues, and we
will show how most of these
criticisms can be overcome
with minor design modifica-
tions. By providing rebuttal
to arguments against ran-
domized trials, our work con-
tributes to building a sound
methodological base for
health promotion research.
(Am J Public Health. 2006;96:
1181–1186. doi:10.2105/AJPH.
2004.061713)

COMPELLING EVIDENCE
about the critical role lifestyle
and environmental factors play
in mortality, morbidity, and qual-
ity of life has contributed to the
growing popularity of the field of
health promotion, which has an
overarching aim of “enabling
people to increase control over,
and improve, their health.”1(p1)

Because of the multidisciplinary
nature of health promotion, re-
search is influenced by many
fields, including education, pol-
icy, social science, anthropology,
and epidemiology.2

While the randomized con-
trolled trial (RCT) is the gold stan-
dard in today’s medical world, the
role randomization plays in health
promotion research is a topic of
hot debate, which in part reflects
the ongoing debate in nonmedical
fields about the relevance of ran-
domized trials.3–7 Many health
promotion researchers have as-
serted that RCTs are irrelevant to,
or unworkable in, their field for a
variety of philosophical and prac-
tical reasons.8–10 We refute the
philosophical arguments and pres-
ent approaches to handling the
practical issues. Although we do
not claim that all the practical
problems can be entirely elimi-
nated, we submit that a wisely de-
signed RCT is a far superior eval-
uative mechanism for answering
specific types of questions com-
pared with the evaluation ap-
proaches that are currently popu-
lar in the health promotion field.

Our recent field study of a hy-
giene health promotion program
in Jerusalem preschools is an il-
lustrative example. This study

was a controlled trial with ran-
domization at the preschool level:
40 preschools were randomized
equally to either intervention or
control.11 The program addressed
various hygiene issues, with a pri-
mary emphasis on hand washing.
The program used a multi-
pronged approach that included
elements aimed at staff, children,
parents, and school nurses, as
well as hygienic changes to the
classroom environment. 

A total of 1029 children par-
ticipated in the trial. The pro-
gram was implemented in the in-
tervention preschools during
December 2000. Data on absen-
teeism due to illness was col-
lected from children in both
groups from January 2001
through April 2001. In May
2001, the program was imple-
mented in the control preschools.
Thus, all participating preschools
eventually received the program
in a “phased” manner. This de-
sign technique, which is better
known for being used with indi-
vidual randomization schemes,
contributed considerably to the
success of the trial. Details about
this design technique have been
published elsewhere.12,13

CRITICISMS 
OF THE RANDOMIZED
CONTROLLED TRIAL AND
COUNTERARGUMENTS

Recent World Health Organi-
zation recommendations to
policymakers state, “Use of ran-
domized controlled trials to eval-
uate health promotion is, in most
cases, inappropriate, misleading,

and unnecessarily expensive.”8(p2)

The International Union for
Health Promotion has gone even
further. Its message to the health
promotion researchers in 1999
was, “Randomized controlled tri-
als or corresponding experimen-
tal designs should not be used to
measure the effectiveness of
health promotion interven-
tions.”14(p180) We believe that
health promotion as a field is
harmed by such a view. We ad-
dress both the philosophical and
the practical arguments that un-
derlie the rejection of RCTs.

Argument 1
Withholding a program from

some individuals or groups on
the basis of randomization is un-
fair.10,15 This argument is only
germane if the intervention has a
proven benefit. In medical re-
search, discussion about the eth-
ics of conducting a randomized
trial is generally centered on the
issue of clinical equipoise. Most
agree that it is ethical to random-
ize when it is uncertain whether
a new intervention is superior to
an older one after benefits, risks,
and costs have been taken into
account.16 When assessing the
degree of uncertainty, it is critical
to distinguish between personal
hunches and clear objective
knowledge and to recognize that
an initial hunch may be wrong.
Indeed, several studies have
shown that physicians’ initial
hunches turn out to be incorrect
more than 50% of the time.17

Moreover, there have been a
number of instances where a
widespread medical practice was
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shown—after rigorous evaluation
in a randomized trial—to be inap-
propriate. For example, observa-
tional studies suggested that hor-
mone replacement therapy
prevents cardiovascular events,
but a more rigorous evaluation in
the Women’s Health Initiative
trial revealed that this treatment
slightly increases the risk for a
cardiovascular event.18,19 Simi-
larly, after observational studies
suggested a preventive effect of
beta carotene and vitamin A on
lung cancer and cardiovascular
disease, a controlled trial was
stopped early due to interim re-
sults that showed a possible ad-
verse effect on those endpoints.20

In the health promotion field,
assessing the uncertainty about
the effect of an intervention is
often skewed. There is a tendency
to assume that all health promo-
tion programs are good and
wholesome; many health promo-
tion workers seem to discount the
possibility of an equipoise situa-
tion. Opposition to randomized
trials stems in part from this pre-
conception that the utility of the
program is a foregone conclusion.

To further complicate matters,
the notion of what constitutes
positive evidence in the health
promotion field is fraught with
confusion.6 Some researchers
claim widespread support for the
“adoption of methodological plu-
ralism in the discipline as a
whole.”5(p659) The hierarchy of
evidence from the US Task Force
on Community Preventive Ser-
vices ranks randomized and non-
randomized trials with concur-
rent controls at the same level.21

Other researchers question the
use of the term evidence in health
promotion and suggest that the
establishment of a linear hierar-
chy of evidence is premature.22

When benefit is uncertain,
conducting research—as opposed

to merely providing a program—
is indeed ethical. In this case, a
concurrent, comparable control
group is essential. In any research
setting, there is always some
mechanism for deciding which
groups or individuals receive the
intervention; the mechanism dif-
fers across research efforts. Ran-
domization of individuals or
groups leads to more ethical al-
location than allocation on the
basis of politics, friendship, con-
venience, or geography.

In light of the foregoing consid-
erations, the ethical concerns
about not offering the control
population a possibly beneficial
intervention lose their force.
Moreover, in many cases it is pos-
sible to design a trial that over-
comes this particular problem.
The Jerusalem project used a
phased allocation scheme under
which all participants received the
program eventually. Other types
of randomized trials that over-
come the problem include (1) tri-
als with 2 distinct interventions,
each of which serves as the
other’s control; (2) trials that allo-
cate high- and low-intensity inter-
ventions; and (3) trials that ran-
domize to wait lists.23

Argument 2
Because health promotion pro-

grams are complex and multifac-
eted,24 they cannot be evaluated
with the randomized controlled
trial’s single simple outcome. The
multifaceted nature of health pro-
motion programs does not pre-
clude evaluating such programs
on the basis of well-defined sim-
ple outcome measures. Nor is the
RCT limited to simple interven-
tions. In the Jerusalem study, for
example, the intervention pro-
gram was complex and included
teacher training sessions, an edu-
cational program for the children,
the provision of basic supplies

(liquid soap, paper towels, indi-
vidual cups, and dispensers), and
a home component. Yet, the pri-
mary outcomes were simple mea-
sures of hand washing behavior
and illness-related absenteeism.
More generally, simple measures
such as changes in body mass
index, cigarette consumption, or
hours of vigorous weekly exer-
cise are commonly used in health
promotion studies.24–26 Defining
and measuring simple but impor-
tant outcome measures is an im-
portant scientific issue for the
investigator.

Moreover, as can easily be seen
from the literature, the RCT de-
sign does not preclude assessing
the effect of an intervention on a
range of outcome measures. At
the same time, it is important to
specify in advance which outcome
measure or measures will be given
primary emphasis to avoid the pit-
fall of data dredging.27

Argument 3
Health promotion programs

cannot be expected to produce
changes in “hard” disease out-
comes within a short time frame;
therefore, randomized controlled
trials are not practical.28,29 Find-
ing an intervention effect on a
long-term outcome is not a prob-
lem that is unique to random-
ized controlled trials. Whether
or not a randomized design is
used, studying long-term out-
comes is inherently expensive
and complicated.

Health promotion researchers
have been frustrated by their fail-
ure to affect morbidity and mor-
tality measures. One response to
this frustration has been to reject
standard epidemiological indica-
tors as outcomes altogether. Tones
said, “Epidemiological indicators
(e.g., mortality and morbidity)
should never be used to assess
health promotion programs.”9(p93)

Others disagree with this ap-
proach, claiming that “to deny the
centrality of examining the effect
of health promotion on health re-
lated outcomes . . . is to raise seri-
ous questions about the legiti-
macy of some health promotion
activity.”30(p703) Some health pro-
moters prefer to concentrate on
behavioral changes. Others—who
may have been encouraged by
the popularity of Prochaska’s
Stages of Change Model, which
postulates a staged process of be-
havioral change—have focused at-
tention on the “softer” earlier end-
points, such as intention to
change.31 However, this approach
has come under fierce attack in
recent years, because the evi-
dence for correlation of the ear-
lier endpoints with behavioral
change is limited.32

Randomized designs can be
used to study outcomes of inter-
ventions on a range of effects, in-
cluding attitudes, health behavior,
morbidity, and mortality. Some
epidemiological measures can in-
deed be changed within a rela-
tively short time frame, such as
those that involve communicable
diseases. Far from precluding the
study of either intermediate or
long-term endpoints, the random-
ized trial can study all of these, or
some of them, with a single de-
sign. The Jerusalem design exam-
ined a range of endpoints, with
attitudes and beliefs as early end-
points, hand washing compliance
as an intermediate behavioral
endpoint, and illness-related ab-
senteeism—a consequence of
communicable disease—as a
“hard” endpoint. The choice of
realistic outcomes, which is a key
research challenge, is unrelated
to the use of randomization.

Argument 4
Randomized controlled trials

are inappropriate for the types of
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questions typically addressed in
health promotion research.8,28

We agree that for certain ques-
tions that arise in the health pro-
motion field, research methodolo-
gies other than RCT are indeed
more appropriate. Programs that
seek to change legislation, organi-
zational practice, or public policy
are best evaluated with observa-
tion rather than with experimen-
tation. Questions about the deter-
minants of health or changing
population norms may be best
answered with prospective cohort
studies or cross-sectional studies
that include high-quality surveys.
Process evaluation and identifica-
tion of factors that influence the
degree of success in implement-
ing a program can be conducted
with various qualitative methods.

However, we submit that the
RCT is in fact the most appropri-
ate research tool for many of the
questions that arise in health pro-
motion. There is an abundance
of health promotion activity on
the basis of programs aimed at
changing knowledge, attitudes,
behavior, risk factors, morbidity,
and mortality, and the RCT—with
appropriate process evaluation—is
the best mechanism for generat-
ing valid scientific evidence.33,34

Argument 5
Randomized controlled trials

are of use only when studying
narrowly defined groups of peo-
ple under artificial laboratory
conditions, and external validity
is questionable.10,35 Some of the
practical problems that are en-
countered when conducting
RCTs in real-world conditions
pertain to potential trial partici-
pants and trial settings. Clinical
trials are often conducted with
specific types of patients under
highly controlled conditions, and
inferences to the wider popula-
tion involve a certain degree of

difficulty. Criticism of the RCT in
the health promotion world re-
flects concern about this issue,
because health promotion is
often directed at entire popula-
tions. However, the RCT design
is not restricted to artificial labo-
ratory conditions.

The Jerusalem study was con-
ducted with an ethnically and so-
cioeconomically diverse group of
participants while they were en-
gaged in their normal daily activ-
ities. Other randomized trials in
the health promotion field, such
as the Community Intervention
Trial for Smoking Cessation
(COMMIT; community-based),
the Child and Adolescent Trial
for Cardiovascular Health
(CATCH; school-based), the Eat-
ing Patterns Study (clinic-based),
and the Mwanza HIV trial (com-
munity-based), were aimed at the
general population while the
population functioned in its nor-
mative environments.36–39 The
polio vaccine trial, which is still
the largest clinical trial on record,
provided the vaccine to some
(but not all) school classes in a
natural school setting.40 Several
of the major breast cancer
screening trials were conducted
in field settings and included the
randomization of geographic re-
gions, workplaces, or clinics.41

An innovative approach to
testing improvements in medical
care settings allows patients in
regular practice settings to
choose between a standard treat-
ment, a new treatment, or ran-
domization to one of the treat-
ments.42 This approach—which
seeks a realistic clinical popula-
tion rather than a “perfect pa-
tient” population—is likely to be
particularly useful for health pro-
motion trials that do not involve
pressing medical conditions.

In health promotion, as in
medicine, due consideration

must be given to both internal
and external validity. Of the 2,
internal validity calls for greater
weight, because a research find-
ing that is broad in scope is of
no value if the finding itself is
unreliable.43 Internal validity is
severely compromised by the
quasi-experimental approach,
where the investigator controls
the treatment allocation. This ap-
proach is directly open to bias,
albeit usually unintentional. Ex-
ternal validity depends on the
degree to which the communities
chosen for randomization or that
agreed to be randomized differ
in some systematic way from the
communities that were not cho-
sen for the trial. Both investigator
bias and volunteer bias threaten
external validity. We submit,
however, that this issue is far less
serious than the severe internal
validity problems of the quasi-
experimental approach.

External validity may actually
be higher in community trials
than in traditional individually
randomized trials because of re-
duced volunteer bias. Typically,
community-level implementation
automatically covers the entire
community, with no need to ask
individual members to sign up for
the trial. This is especially true
when data are collected at the ag-
gregate level rather than at the in-
dividual level. External validity is
further enhanced when the trial
data are analyzed with the intent-
to-treat approach, which is stan-
dard in clinical trials and is natu-
ral with aggregate data. Zucker
discussed the intent-to-treat ap-
proach in the context of commu-
nity-based trials,44(p86,87) where
participants who deviate from the
intervention protocol for any rea-
son (e.g., treatment noncompli-
ance by participants or physi-
cians) are nonetheless included in
the analysis within their initially

assigned treatment group. This
analysis approach, while it has its
limitations, offers distinct advan-
tages over other approaches, par-
ticularly because it shows how
the intervention works under
real-world conditions.

The RCT in the real-world
community setting has the poten-
tial for achieving high levels of
internal and external validity.

Argument 6
Randomized controlled trials

focus on the individual, and
health promotion is concerned
primarily with the community.10

Cluster randomization overcomes
the problem of focusing on the
individual.3,45 This method,
which was used in the Jerusalem
study, uses the group (cluster) as
the unit of randomization and
analysis. Members of a cluster
(e.g., workplace, classroom, clinic,
or community), who might natu-
rally influence one another or be
affected as a group by prevailing
conditions, are randomized to-
gether to a given treatment arm.
In addition to overcoming the
philosophical objections, this
technique also decreases the pos-
sibility of contamination, particu-
larly if the study is planned so
that clusters are geographically
separated.45 COMMIT, CATCH,
and many other trials have used
cluster randomization.36,37

Practical difficulties with ran-
domizing communities are some-
times cited as further arguments
against randomization. Problems
may occur because of difficulties
at either the community level or
the individual level within the
community. At the community
level, randomization may be seen
as interference to building part-
nerships and coalitions; however,
such interference can be avoided
if the justification for randomiza-
tion is presented clearly to all



American Journal of Public Health | July 2006, Vol 96, No. 71184 | Community Matters in Healthy Aging | Peer Reviewed | Rosen et al.

 COMMUNITY MATTERS IN HEALTHY AGING 

relevant parties. There was no re-
sistance to randomization in the
Jerusalem study, which involved
partnerships with Hebrew Uni-
versity, Hadassah Hospital, the
Jerusalem Municipality, the Min-
istry of Health, the Ministry of
Education, and the local Parents’
Committee. The fact that all par-
ticipants eventually received the
intervention probably con-
tributed to the acceptability of
randomized allocation.

At the individual level, a ran-
domized controlled design may
be unappealing to individual par-
ticipants, but steps can be taken
to make the research design
palatable. In the Jerusalem study,
teachers were informed that
classrooms would be randomized
to either earlier or later imple-
mentation: at least 88% of the
teachers and 95% of the parents
agreed to participate.

Argument 7
Randomized controlled trials

preclude or discourage tailoring
the intervention to local needs.4,8

The claim here is that the RCT
is too rigid to handle the flexible
intervention programs that are
commonly used in health promo-
tion. Many health promotion
programs entail active participa-
tion of subjects and adaptation
of the actual intervention pack-
age to the needs of the individ-
ual community. Opponents of
the RCT assert that the RCT is
applicable only to highly stan-
dardized interventions and is
therefore useless for assessing
flexible interventions.

This assertion is unfounded.
The RCT in no way precludes
testing a flexible intervention. In
the Jerusalem study, the active
participation of subjects, particu-
larly staff, was an integral part of
the intervention. Modifications to
the educational program were

made in classrooms at the discre-
tion of the teachers. The COM-
MIT program likewise was built
to allow program development in
accordance with community
needs at different sites.36 If the
same flexibility is allowed in a
trial as part of the program dis-
semination, the trial results will
accurately reflect the program’s
effectiveness under real-world
conditions of implementation.

Argument 8
Randomized controlled trials

are too expensive.8 The expense
of the RCT and the limited funds
available for health promotion
activities are sometimes cited as
reasons why RCTs should be
avoided,8 but the cost of random-
ization itself is inconsequential.
The real costs of the RCT are a
function of the large sample sizes
often necessary for detecting the
modest intervention effects com-
monly associated with health pro-
motion programs and the re-
sources required for gathering
valid information.46 In fact, the
real size of other types of trials or
designs is nearly always much
bigger if the various sources of
bias are to be appropriately ac-
counted for and if a difference of
the same magnitude is to be de-
tected. Peto et al. examined the
cost of evaluating interventions
associated with heart disease and
cancer.47 They concluded that the
most efficient design for detecting
moderate effects that have the po-
tential for a large impact on pub-
lic health is a large, simple ran-
domized trial, where a small
amount of essential data is col-
lected from a large number of in-
dividuals. Randomization is neces-
sary for avoiding even moderate
biases that are the result of sys-
tematic differences between inter-
vention groups, and large sample
sizes are necessary for making the

random error small enough to de-
tect moderate effects. An editorial
in the American Journal of Public
Health echoed this sentiment for
community trials and advocated
simple, large randomized trials
with broad eligibility criteria for
effective international health care
planning.48

One way to cut costs when a
promising but unevaluated pro-
gram is being disseminated to
clusters (e.g., clinics or schools) is
to randomize to phased imple-
mentation. This approach signifi-
cantly decreases the cost of run-
ning a trial, particularly if a
simple, easily assessed outcome
measure is chosen, because the
cost of the intervention itself is
already covered.

ALTERNATIVE
METHODOLOGIES USED
IN HEALTH PROMOTION
RESEARCH

There are alternatives to RCTs
that are commonly advocated by
health promotion researchers.
One method—the simple before-
and-after approach—has achieved
such popularity that a periodic
systematic review added this cate-
gory of study design to the inclu-
sion criteria for its 1998–2000
review.49 This design provides
only weak evidence for effective-
ness, because underlying societal
trends or changes that arise from
natural cycles (e.g., seasonal aller-
gies or influenza rates) can easily
be mistaken for program effects.
In the Jerusalem trial, this ap-
proach was not feasible, because
illness absenteeism was closely
associated with an unpredictable
and dynamic underlying rate of
communicable illness, which
made comparisons with a concur-
rent control group imperative.

Quasi-experimentation is an-
other alternative approach often

used when doing community in-
tervention trials.6 One type of
quasi-experimentation is a study
where there is a concurrent con-
trol group and where the alloca-
tion could have been random but
the investigators allocated inter-
ventions through a nonrandom
mechanism. The Minnesota Heart
Trial, the Stanford Five Cites
Trial, and the North Karelia proj-
ect are studies in which a health
promotion program was imple-
mented in several communities,
with treatment allocation defined
on a “convenience” basis.26,50,51

The Minnesota and Stanford
studies were primarily demon-
stration projects, and the alloca-
tion scheme was not a major con-
cern, but when scientific
evaluation is the goal, the alloca-
tion scheme is critical. Quasi-ran-
domization is analogous to physi-
cian-determined treatment
allocation in clinical trials; this ap-
proach has been discredited for
many years in medical research.
When the investigator deter-
mines allocation, the study
groups differ with respect to pre-
intervention prognosis, which
makes it difficult or impossible to
ascertain the intervention effect.
It is unclear why many health
promotion researchers claim that
allocation by investigator decision
is more ethical than randomiza-
tion. The potential for yielding
valid and useful scientific infor-
mation from a nonrandomized
design is substantially compro-
mised; thus, it is actually less ethi-
cal than a truly randomized trial.

Triangulation, which brings
multiple types of observational
evidence to bear on a given
question—similar to the judicial
process—has recently been sug-
gested as the gold standard to re-
place the RCT.9 Triangulation
can be convincing in certain
cases, such as the association
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between smoking and lung can-
cer or cholesterol and heart dis-
ease. However, much health pro-
motion research does not rise to
this level. Furthermore, it does
not make sense to make do with
observational evidence alone un-
less experimental studies cannot
be conducted. When experimen-
tation is possible, it should be
done, and the experimental de-
sign should be as rigorous as pos-
sible to maximize the reliability
of the results.

Use of randomized designs pre-
vents or reduces biases of many
kinds, particularly investigator
bias. It ensures balance on aver-
age between groups, including
balance for unmeasured and un-
measurable variables, such as dif-
ferences over time and differences
between geographic areas. It also
provides a valid basis for statisti-
cal tests of significance without re-
liance on statistical modeling as-
sumptions.52 Investigators should
be reluctant to forego the RCT in
favor of less scientifically consis-
tent approaches for assessing pro-
gram effectiveness.33,34,53,54

Nonrigorous evaluation can
lead to misleading results. This
fact has been expressed in the
stainless steel rule of evaluation,
which states that the better the
evaluation, the lower the chances
of positive results.55 Many mem-
bers of the medical research
community, who realize the high
stakes of the interventions, have
adopted the RCT to ensure that
their recommendations are made
on the basis of reliable data.
Health promotion researchers
are well advised to do the same.

THE PRICE OF AVOIDING
RANDOMIZED
CONTROLLED TRIALS

It is well known that health
promotion research is often

conducted at a reduced level of
scientific rigor and that commu-
nity health interventions are often
poorly evaluated.4,56 Ethical and
practical arguments that suppos-
edly override the need for rigor-
ous evaluation can backfire in
several ways, partly because the
original assumption of interven-
tion benefit was incorrect. The
program may produce effects that
are opposite to the intended ef-
fects. An Australian educational
effort that attempted to delay
smoking, alcohol use, and anal-
gesic use instead increased these
behaviors among the 1700
schoolchildren who were exposed
to the intervention.57 The HIV
epidemic continues in Vancouver,
British Columbia, despite the
city’s needle exchange program,
which is the largest such program
in North America.58 A program to
decrease unsafe sexual behavior
among adolescent boys was found
to actually increase the practice of
unsafe sexual behaviors.59 Other
undesirable effects also may
occur. In the Jerusalem study, for
example, ritual hand washing be-
fore meals decreased among the
religiously observant population,
even though hand washing with
soap increased. This was unin-
tended, unforeseen, and unaccept-
able to the target population.

Furthermore, all programs cost
something in terms of both money
and time. Regarding time, it must
be recognized that people can
adopt only a limited number of
health promotion activities. If peo-
ple are flooded with flimsy health
recommendations, they may well
come to view them as “junk
health” and thus treat them like
junk mail. Proper evaluation to
weed out ineffective programs will
prevent waste of money and effort
and will maintain public respect
for health promotion. Finally, a
program may be beneficial but

not cost-effective, and this knowl-
edge can lead to the development
of an improved or alternate ap-
proach.

CONCLUSIONS

The key objections to the use
of RCTs in health promotion re-
search stem mainly from a limited
understanding of the RCT design.
Many of these objections can be
eliminated through a better grasp
of the basics of RCTs and their
proper implementation and with a
better understanding of research
ethics in general. The RCT frame-
work is not as narrow as many
health promotion researchers
imagine, and it offers advantages
that should not be cavalierly for-
feited. Other objections to the
RCT often can be overcome with
minor modifications to the RCT
design. A design that includes the
combination of cluster randomiza-
tion with phased intervention de-
livery, which was successfully
used in the Jerusalem study and
several other trials, is one exam-
ple of a modified RCT design.
Avoiding the RCT will ultimately
weaken health promotion and di-
minish its potential benefits.

The ability to reverse a current
public health catastrophe—obesity,
which is a health promotion chal-
lenge of the first order60—will be
much enhanced by continuing to
develop randomized designs that
are appropriate for community-
based health promotion research.
The worldwide casualty rate from
tobacco continues to rise as suc-
cessful tools for tobacco control
remain elusive.61 The failure of
the European medical community
to promote lifestyle changes
among patients who had heart
disease is another pressing reason
for the development of effective
preventive techniques.62 Rather
than staking a position against

randomization and expending re-
search efforts on alternative meth-
ods, health promotion researchers
should attempt to develop ran-
domized designs that are both ap-
propriate and feasible. This ap-
proach will better serve the goals
of health promotion and disease
prevention.
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